Background -Some doubts exist as to whether the increase in the prevalence of asthma is real or an artefact. The Some studies have been difficult to interpret because either the prevalence of asthma has been estimated using different questions in the initial and final assessments, or they have included a doctor's diagnosis ofasthma, or have included the recognition of asthma by the parent in the case definition. Changes in the prevalence of induced airways hyperresponsiveness have been studied in Wales4 using an exercise stimulus which is difficult to standardise and in Australia' using histamine diphosphate. The Welsh study4 showed a significant increase in the prevalence of history of symptoms and a statistically non-significant increase of exercise-induced bronchoreactivity over a 15 year period. Only in one study has the increase in the prevalence of asthma been consistently shown by disease label, disease symptoms, and an objective assessment of asthma.' In the UK the studies indicate a substantial increase in the prevalence of diagnosed asthma that could be due to a rise in the recognition and labelling of the condition or changes in diagnostic fashion, and a less marked but nevertheless substantial increase in the prevalence of wheeze.
Although there is a consensus that the prevalence of reported asthma has increased over time, researchers disagree about the reasons for the increase. Community studies from Australia' and the UK2" in school age children have shown an increase in the prevalence of asthma. However, some researchers who have shown a small increase in reported wheeze, in contrast to considerable increases in reported asthma, in questionnaires completed by the parents have favoured changes in perception, recognition, and labelling as possible explanations for the increase in the prevalence of asthma. Some studies have been difficult to interpret because either the prevalence of asthma has been estimated using different questions in the initial and final assessments, or they have included a doctor's diagnosis ofasthma, or have included the recognition of asthma by the parent in the case definition. Changes in the prevalence of induced airways hyperresponsiveness have been studied in Wales4 using an exercise stimulus which is difficult to standardise and in Australia' using histamine diphosphate. The Welsh study4 showed a significant increase in the prevalence of history of symptoms and a statistically non-significant increase of exercise-induced bronchoreactivity over a 15 year period. Only in one study has the increase in the prevalence of asthma been consistently shown by disease label, disease symptoms, and an objective assessment of asthma.' In the UK the studies indicate a substantial increase in the prevalence of diagnosed asthma that could be due to a rise in the recognition and labelling of the condition or changes in diagnostic fashion, and a less marked but nevertheless substantial increase in the prevalence of wheeze.
In the National Study of Health and Growth we asked the same questions on respiratory illness over a 20 year period. In 1990 we reported an increase in persistent wheeze and asthma attacks in English children over the period . 3 We decided not to report results on Scottish children then, partly because the number of Scottish children in the study between 1973 and 1982 was comparatively small, but also because of the replacement of schools which was required for a greater proportion of the total group than in England. In this report information is provided on asthma attacks, bronchitis attacks, and occasional and persistent wheeze in the period 1982 Crude prevalences, differences of prevalences (95% confidence interval) and odds ratios for each symptom or condition adjusted for age were calculated for the 10 year period by sex and country separately.
Results
With the exception of attacks of bronchitis, there has been an increase in the prevalences of symptoms of respiratory illness in Scottish and English boys and girls (table) . The increase in odds ratios adjusted for age was highly significant in both countries for asthma attacks and significant for occasional wheeze. The increase in persistent wheeze was significant in England in both sexes, but not in the Scottish children. However, the the only meaningful difference is that of a significant increase in the prevalence of occasional wheeze. The Scottish results were not significantly different from the English results. The fact that the increase in persistent wheeze was not significant in Scotland may be due to the smaller sample size and the unusually high prevalence of persistent wheeze in the 1982-3 surveys compared with the 1984-5 surveys in Scotland (not shown). Our study supports the view that there is a moderate real increase in asthma as assessed by persistent wheeze. However, caution must be exercised in the interpretation of trend studies based on only two prevalence points.
